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linical Summary
40-year-old woman with a history of depression was treated at
ur hospital for esophageal stricture resulting from ingestion of an
lkaline substance. Endoscopic examination revealed a circumfer-
ntial stricture 22 cm from the incisors, extending to the distal
sophagus. A feeding jejunostomy was created for initial nutri-
ional support. In the 3 months after the injury, the patient received
sophageal balloon dilatation on 3 occasions. Contrast meal stud-
es revealed long-segment stricture from the carina to the esopha-
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istal antrum resulting
n partial gastric outlet
bstruction (Figure 1). After failure of endoscopic dilatation,
as subsequently scheduled for surgery owing to progressive
omiting and swallowing difficulty.
Esophagectomy was performed via video-assisted thoracic sur-
ery with the patient under general anesthesia. An upper midline
aparotomy was then performed. The gastrocolic and gastrosplenic
igaments were dissected, and the short gastric vessels were di-
ided. The hepatogastric ligament was then opened, and the left
astric artery and vein were doubly ligated and cut. After a Kocher
aneuver, the stomach was fully mobilized and transected be-
ween the points of three fourths of the lesser curvature and the
ateral gastroesophageal junction with 3 Autosuture staples
GIA75; Ethicon Endosurgery, Cincinnati, Ohio). On closer in-
pection, there was fibrotic scarring in the distorted region of
ntrum/pylorus, which was contracted and rigid. Palpation of this
rea revealed 5-cm segmental thickening in the gastric outlet
egion. The lesser curvature was divided at one third from the
ylorus, and a 5  5– cm pedicled flap was created based on the
ight gastric artery (Figure 2). After the scarred antrum/pyl
as opened longitudinally, the gastric flap was attached to the
ntrotomy with a double-layer hand-sewn approximation (F
res 2 and E1). The staple line along the lesser curvatur
versewn with a continuous layer of absorbable suture. Esopha-
Figure 1. A, Preoperative upper gastro-
intestinal series revealed stricture
with ulcer crater formation at the dis-
tal antrum leading to partial gastric
outlet obstruction (black arrow). B,
Postoperative esophagography re-
vealed smooth passage of contrast me-
dia with patent anastomosis.
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1ogastrostomy was accomplished by gastric pull-up of the left
f the neck through the posterior mediastinal route. Subseq
ontrast studies revealed a patent cervical anastomosis and 
uate pyloric drainage (Figure 1). The patient was able to re
olid and liquid oral intake from postoperative day 9. A
onths’ follow-up, satisfactory body weight gain was noted.
iscussion
orrosive gastric outlet obstruction is generally considered
ncommon entity, with an estimated 20% concomitant incide
f corrosive esophagitis. Associated esophageal strictures h
een reported in 6% to 63% of patients with corrosive gastric in1
or asymptomatic esophageal stricture with gastric outlet obstruct
he gastric lesion remains hidden until the stricture is solved 
copically. Patients with severe and extensive esophageal strictu
esistant to dilatations, require esophageal reconstruction. Conco
ant gastric outlet obstruction caused by antral stricture may co
ate surgery when the distorted region is extensive.
Traditionally, the colon is the preferable conduit for esopha
eplacement in light of the low associated morbidity and anat
eatures, including constant blood supply and length allowing
xtension to the neck.2 Gupta3 has proposed augmentation gas-
roduodenoplasty using a longitudinal split colon for brunt 
racted stomach. Other investigators, however, have advoca
sing the stomach as the conduit because of its dependable 
upply, richness of the submucosal vascular network, and the
hat repositioning of the stomach requires only one anastomo4
n cases in which long-segment stenosis of the antrum/pylor
pparent, pyloric drainage through pyloroplasty is not possi
ilroth I subtotal gastrectomy may interfere with gastric ength. Here we have described a modified technique of simulta-
670 The Journal of Thoracic and Cardiovascular Surgery ● June
 
-
eous antropyloroplasty and gastric pull-up reconstruction i
atient with mild–to–moderate gastric burn. The right gastric
ery does not contribute to gastric tube blood flow5 but does offe
 superior supply to the pedicled flap. Thus, adequate volum
e maintained for gastroplasty. This procedure is easy to per
nd preserves the integrity of cicatrized stomach. Adequate 
ning of the lumen can be achieved with minimal anatomic
hysiologic destruction. We also prefer use of the stomach 
hortens operating time and provides the safest and most physio-
ogic replacement.
In conclusion, pedicled flap antropyloroplasty is an alternative
urgical option for corrosive antral stricture. It can effectively
iden the narrowed antrum and restore gastric tube length span for
ubsequent esophageal reconstruction.
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Figure 2. Schematic illustration of
gastric flap creation. A, Gastroplasty
with staples: one third of the lesser
curvature is excised for creation of a
pedicle flap (preserving right gastric
artery integrity). B, Pedicle gastric flap
coverage on the opened antrum/pylo-
rus region.The width of a gastric tube has no impact on outcome after esophagec-
tomy. Am J Surg. 2004;187:417-21.
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Brief CommunicationsFigure E1. Operative view of the flap
(black arrow) divided from the lesser
curvature. A 6-cm incision was made
through the distal antrum (white ar-
row). E2, Final anastomosis of the an-
terior wall gastric conduit (white
arrow).The Journal of Thoracic and Cardiovascular Surgery ● Volume 133, Number 6 1670.e1
